Primary uterine cervical non-Hodgkin's lymphomas (NHL) are rare. Limited experience dictates careful pretherapy evaluation and multidisciplinary approach in treatment planning. A 53-year-old woman presented with postmenopausal bleeding and PAP smear IIIb. Cervical biopsy and endocervical curettage biopsy revealed NHL of the uterine cervix. Abdominal hysterectomy with bilateral adnexectomy was followed by pelvic lymphadenectomy due to lymph node metastasis, 21 months after the primary operation. Subsequently, the patient received postoperative chemotherapy. Seven years after the onset of NHL she is alive with no evidence of disease recurrence.
INTRODUCTION
M alignant lymphoma originating in the uterine cervix is a rare entity occurring in approximately one in every 730 cases of non-HodgkinÕs lymphoma (NHL) (1) . Most of the published reports deal with single or couple of cases. The largest number of cases from English literature was reported in 1991, when 5 cases were described and compared with 38 previously reported cases stage IE (2) . NHLs involving the uterus may be either lowstage primary uterine neoplasms, or systemic neoplasms with secondary uterine involvement (3). Symptomatology is not specific: vaginal bleeding, abdominal or pelvic discomfort, back pain, or vaginal discharge (4). On pelvic examination cervical enlargement can be seen, for primary cervical NHLs cause diffuse or multinodular cervical enlargement, with minimal or no changes of the epithelium (5) . Cervical biopsy and endocervical curettage give the definite diagnosis. Pretherapy evaluation should include computerized tomography (CT) or magnetic resonance imaging (MRI) of the pelvis and abdomen to determine lymph node status. Primary NHLs of the uterus or cervix are so rare that treatment series of single institutions consist of very small numbers of patients, making standard treatment difficult to define (6) . Cervical NHL must be regarded as systemic disease. They should, therefore, be treated by local surgery and subsequent systemic chemotherapy (7). Some authors recommend chemotherapy and irradiation as the most effective therapeutic approach (1,2,6,7).
CASE PRESENTATION
A 53-year-old postmenopausal woman presented with slight vaginal bleeding. On examination, the uterine cervix was livid, unusually enlarged and firm. The rest of the clinical examination was normal. Colposcopy showed normal squamous epithelium, without pathological findings. PAP smear was IIIb. Cervical biopsy and endocervical curettage were performed and showed low grade, B cell NHL (Figure 1 ). Preoperative laboratory findings, chest radiography, and abdominal MRI were normal. MRI of the pelvis showed an ovoid tumor formation measuring 3x4 cm limited to cervix, which was "barrel"-shaped. There was no evidence of pelvic or paraaortic lymphadenopathy. Simple hysterectomy with bilateral adnexectomy was performed and the examined material confirmed low grade B cell NHL of the cervix. After consulting a medical oncologist, no further therapy was planned.
The patient was put on close follow-up every 3 months. She was doing well for 21 months after the operation, when gynecological examination revealed right iliac node enlargement and abdominal ultrasound showed hydronephrosis of the right kidney. MRI of the pelvis showed significant enlargement of the right iliac lymph nodes. The patient was reoperated and complete pelvic lymphadenectomy was carried out. Histological examination of the resected material showed B cell NHL in the internal, external and interiliac lymph nodes.
After the operation she received 6 courses of COPP chemotherapy (cyclophosphamide, vincristine, procarbazine, prednisone). 
DISCUSSION
Malignant NHLs of the uterine cervix are so rare, that less than 100 cases are described in the literature, with the largest data coming from 38 cases from English literature (2). Our patient presented with slight postmenopausal bleeding and abnormal PAP smear.
According to the majority of authors, abnormal vaginal bleeding (54%), vaginal mass (12%) and dyspareunia (5%) are the most common clinical features (8) . Abnormal cervical smear is only rarely found (9) . The pathogenesis of cervical NHL is unclear and they are usually classified in the MALT-oma category (mucosa-associated lymphoiod tissue) because of relatively low malignancy, good prognosis and localized growth (2, 5) . Individual approach should be used in treatment decision. There are no internationally accepted recommendations, due to lack of experience because of the rarity of this condition. Stroh et al., in analyzing 16 cases, recommend combination of chemotherapy and irradiation (6) . Chinese authors prefer combination of surgery and chemotherapy (9). Holweg et al. recommend radiation after surgical staging (10) . According to our modest experience, hysterectomy with pelvic lymphadenectomy is the first step in therapy. Lymph node status dictates further chemotherapy and/or radiotherapy.
CONCLUSION
Malignant NHL of the uterine cervix is a rare entity and it should be treated and followed-up by a multidisciplinary team. As a systemic disease, interdisciplinary intervention, including radical surgery, systemic chemotherapy and radiation therapy should be considered. 
